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Drs. DellaCroce and Sullivan report their
experience of using a bilateral superior gluteal
artery perforator flap for one-stage bilateral
autologous breast reconstruction. This flap has
become the traditional “second choice” in au-
tologous breast reconstruction when the lower
abdominal fat tissue is not available.1 Most cen-
ters that use the flap after bilateral mastectomy
will propose a two-step procedure to their pa-
tients. A single surgeon, with or without surgi-
cal assistance, prefers to transfer only one flap
at a time, with a 3- to 6-month interval, because
of the prolonged operating time. Operating
times for a bilateral one-stage superior gluteal
artery perforator flap vary in the literature
from 9 to 12 hours because one surgeon needs
to prepare both recipient sites first (sequen-
tially), turn the patient, harvest one flap after
the other, close both donor sites, turn the pa-
tient again, perform the microsurgical anasto-
mosis of at least four vessels, and perform the
shaping and the final skin closure. I personally
stopped performing a one-stage bilateral supe-
rior gluteal artery perforator procedure, not
really because of the prolonged operating time
but because of the physical and mental fatigue
after such a procedure that makes it virtually
impossible to execute an early revision of the
vascular anastomoses, if necessary, in an or-
derly manner.
Obviously, if a surgical team consists of two
attending surgeons, performing such a long
procedure is clearly more enjoyable and fa-
tigue is significantly reduced. One can there-
fore only agree with the conclusions of Dr.
DellaCroce and Dr. Sullivan. They provide the
most optimal way to reconstruct both breasts if
the deep inferior epigastric artery perforator
flap is not available.
Nevertheless, there are very few centers in
the world that can provide the luxury of two
fully trained microsurgeons for one operation.
This also has definite financial repercussions
for the surgeons, the patients, and the insur-
ance companies. The popularity of autologous
breast reconstruction all over the world is di-
rectly related to the financial reimbursement
by insurance companies, either private or pub-
lic. Many surgeons opt for implant reconstruc-
tions because they are not able to cover their
overhead expenses with the poor reimburse-
ment of free flaps. Nevertheless, almost every-
one agrees that autologous breast reconstruc-
tion provides the most natural and cosmetically
appealing result in both the short and long
term. Unfortunately, insurance companies to-
day are more interested in their short-term
budget than the health and welfare of the pa-
tient. If insurance companies are barely willing
to pay for unilateral free flap reconstructions,
what will their reaction be to an even more
expensive operation, even if it is of clear ben-
efit to the patient? Are the authors charging
the patient more with the argument that they
do two in one? Are the authors willing to re-
duce their fee for the benefit of the patient?
Somebody will have to pay the bill for the
luxury of having two surgeons at the same time,
but the authors did not clarify this in their
article.
Some consideration goes to the authors’ pa-
tient selection. Four out of 20 patients had
Received for publication March 7, 2005.
DOI: 10.1097/01.PRS.0000169724.80069.E4
104
abdominal scars. For the 16 others, the authors
argued that there was “inadequate abdominal
tissue volume.” The two cases they have illus-
trated, however, show patients with a decent
amount of lower abdominal fat tissue. The def-
inition of “sufficient” lower abdominal tissue
varies a lot. All depends on the thickness of the
lower abdominal panniculus and the amount
of fat needed after mastectomy. Often in pri-
mary reconstructions, less tissue is needed than
estimated before surgery, as the skin and sub-
cutaneous fat do account for a respectable
amount of volume of the breast. Often the
lower abdominal wall can provide a sufficient
volume even if clinical examination does not
show a pouchy abdomen. There are also im-
portant cultural differences. The interpreta-
tion of normal breast size may vary from one
continent to another. The absolute volume of a
“normal” breast is totally different, for exam-
ple, in Japan or the United States. Generally,
North American women prefer a larger volume
than women in other parts of the world. This
may explain why I probably would have per-
formed a bilateral deep inferior epigastric ar-
tery perforator flap in the cases shown in this
article. Luckily, the gluteal area always provides
sufficient amounts of fat tissue, even in very
thin patients.
The authors need to be complimented on
the postoperative shape of the buttock and the
resulting scars. The natural contour of the but-
tock was preserved and the scars can easily be
covered by normal swimwear and underwear.
The inferior gluteal artery perforator flap has
the major disadvantage of showing a horizontal
scar at the level of the gluteal crease. Although
the medial part is hidden by the overhang of
the buttock, the lateral part is clearly visible
and cannot be covered by a bathing suit. Once
again, social and cultural standards may be
important. Generally, in Europe, this kind of
low scar would be hard to accept, while it might
bother the Asian patient less. Although exten-
sive beveling of the edges of the flap can lead
to an important depression of the scar in time,
the authors have shown that if the flap is raised
from the most cranial portions of the buttock,
where the subcutaneous fat layer is thinner
than it is at the more distal part, beautiful
results can be obtained.
Overall, I will use the superior gluteal artery
perforator flap for patients with a lower body
mass index. The larger the buttock, the more
tissue is available, but also the easier it becomes
to close the defect without major contour de-
fects. I am not sure if the same excellent results
can be obtained in patients with an asthenic
body habitus. I was also able to significantly
improve the postoperative shape of the buttock
and reduce the incidence of postoperative se-
romas by letting the patient wear a tight lipo-
panty for 6 weeks after surgery.
Finally, I wish to compliment the authors on
their excellent surgical work and a well-written
article. Nevertheless, I fear that their pursuit of
perfection and the most optimal patient care
will be countered by the short-term views and
financial interests of the reimburser.
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